valescence was complete, but no cardiac irregularity was noticed at the time. In January, 1920, he went sick, complaining of lumbago, and auricular fibrillation was then discovered and its presence proved by the electro-cardiograph. Apart from very slight shortness of breath on hurrying upstairs, there has at no time been any symptom of cardiac failure, and the patient has always maintained that he is unaware that there is anything wrong with his heart. He resumed duty in June, 1920, and has done full police duty since without a day's sickness.
I am showing this case because we are perhaps apt to take too jaundiced a view of auricular fibrillation if we think of it only as seen in the out-patient or consulting rdom. In Sir Thomas Lewis's monograph on "The Soldier's Heart and Effort Syndrome," it is suggested that fibrillation without signs of cardiac failure, constitutes a 50 per cent. disability. This patient is evidence that this is not always true. I also know of another police officer with auricular fibrillation who remained on ordinary police duty for three years without any but trivial ailments, and who eventually retired on reaching the age limit and he still enjoys good health. I once spent a fishing holiday in Norway with a friend, also a subject of auricular fibrillation, who was able to walk 12 miles or more a day and to climb mountains at least as well as the average untrained Londoner. What would have been the fate of this police officer had he contracted his disability in the Army? I suspect that after a series of Medical Board examinations, his disability would have been assessed progressively from 50 to 100 per cent. He would have been sent to a Heart Clinic and instructed to receive treatment where no treatment is necessary, and to find light work when no light work is to be found; and eventually he would have been converted into a discontented idler, instead of being, as he is at present, a happy and useful member of the community.
Case of Spondylitis Deformans and Osteo-arthritis of both
Hip-joints.
L. C., AGED 40, contracted an attack of dysentery in Salonica early in 1917. He first noticed pain in the lower part of his spine and both legs in September of that year. The spine became rigid and bent forward towards the end of 1917.
Various forms of treatment directed to allaying his pain were carried out up to the period when the patient came under observation in January, 1920. At that time he was only able to walk slowly with the help of elbow crutches, the spine as a whole being bent forward to nearly a right angle with the lower extremities. There was a general kyphosis of the spine and absolute rigidity in the dorso-lumbar area. The hip-joints both showed fixed flexion of about 40°, further movement forward through 450 was possible but associated with pain.
In January, 1920, an attempt to mobilize the spine and bips was made under full anaesthesia; by the use of considerable force a nearly complete reduction of the deformity both of the spine and hips was effected. The manipulation was followed by some pain but there was no rise of temperature. Subsequently, he was treated by massage and radiant heat baths. On March 18, 1920, movements under anesthesia were repeated as there was some recurrence of the deformity; on this occasion reduction was found to be only partly possible. Bath treatment, massage and gymnastic exercises, and a visit to Bath followed.
He returned to hospital in December, 1920. The position of the back and hips was then found to be much the same as when he first came under observation except that the range of movement at the hip-joints was further diminished, and pain in the back and hips made walking impossible.
Operative treatment was then undertaken on both hip-joints with a view to making it possible for the spine to come into a straight line with the lower extremities. In March, 1921, an arthroplasty was carried out on the right hip. On May 8, 1921, the left hip was partly excised with a view to producing arthrodesis with the thigh in the fully extended position.
In July, 1921, the patient commenced to walk again with the aid of crutches. The gait was awkward on account of the left leg having been fixed in a position of too great abduction. To remedy this a subtrochanteric osteotomy of the left femur was carried out and the limb fixed in plaster in a straight position. He commenced to walk again in January of this year (1922) . The gait is poor as yet, but he is entirely free from pain, and can assume a very nearly erect attitude.
The association of this condition with dysentery is interesting, though it does not conform in its clinical course to those cases which have been classified as dysenteric arthritis.' There was no history of gonorrhcea and the Wassermann reaction was negative. The condition of the hip-joints noted at operation was unlike that ordinarily seen in cases of osteoarthritis; but there was a complete destruction of the articular cartilage and only slight lipping at the articular margin; the synovial tissue was replaced by granulation tissue.
This tissue, on microscopic section, was reported to be composed of a mass of vascular fibrous tissue, on the surface of which the structure was that of newly organized granulation tissue. There were a few collections of small round cells lying around blood-vessels. There was some cedema of the fibrous tissue but no evidence of tubercle or other micro-organism. A culture of the joint-membrane was returned as sterile.
The surgical treatment adopted for the case would appear to have been beneficial though it is yet early to form a definite opinion on the subject. Past history: Scarlet fever at end of 1921, i.e., after face began to swell. Swelling left side of face first noticed end of September, 1921; first noticed
